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License #: _______________
 
Name of Ambulance Service:
    
 
Address: ________________
      (Street, City, State, Zip Co
 
Ceased Operations Effective D
 
Reason: _________________
 
________________________
 
________________________
 
Plans for disposition of licens
 
________________________
 
 
I certify that this service will 
Provider. 
 
Print Name: ______________
 
Signed: _________________
 
Please return form filled out i
 
Kentucky Board of Emergenc
Attn: Tina R. Spradlin 
2545 Lawrenceburg Road 
Frankfort, Kentucky 40601 

KBEMS 04-2004 
                                                               

KENTUCKY BOARD OF 
RGENCY MEDICAL SERVICES 

COMMONWEALTH OF KENTUCKY 
2545 LAWRENCEBURG ROAD 

FRANKFORT, KENTUCKY 40601 
PHONE: 502-564-8963 

FAX: 502-564-4687 
 
EASE OPERATIONS FORM 

_______    Date: ______________________ 

 ____________________________________ 
 (As it appears on your Kentucky License) 

____________________________________ 
de) 

ate: ________________________________ 

_____________________________________

_____________________________________

_____________________________________

ed vehicle(s): __________________________

_____________________________________

no longer be operating as a Kentucky Ambulan

_____________________________ 

______________________________ 

n its entirety to: 

y Medical Services 

“An Equal Opportunity Employer M/F/H 
KBEMS USE ONLY 
Date Received: _______ 
 
By: _____________ 
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	CEASE OPERATIONS FORM

